A genomic map of premature ovarian insufficiency -'Of Mice and Men'
Introduction Idiopathic premature ovarian insufficiency (POI) is a life-long disorder affecting an estimated 226 000 women in the UK. Epidemiological, familial and cohort studies demonstrate a genomic component, which is likely to be underestimated due to the reduced capacity of affected women to reproduce. Currently, the only genetic tests performed routinely are FMR1 premutation and cytogenetics, the latter specifically for X chromosome abnormalities. However, a myriad of implicated genes have been identified, the majority of which act in a monogenic Mendelian fashion. The presence of multiple genes is hardly surprising since the embryological formation of the primordial oocyte pool, postnatal oogenesis and folliculogenesis are all highly complex pathways. Pathogenetic mechanisms Embryological expansion of the pool depends on meiosis, hence, disruption of genes that critically control meiosis result in POI. Frz1 allows entry into meiosis and knockout mice demonstrate embryological germ cell loss. Mutations in human FRZ1 remain to be identified. Targeted disruption of meiotic recombination through knockout of murine Psmc3ip, Dmc1, Msh5 and Hfm1 genes results in abnormal ovarian development and absent follicles. Mutations of the human homologues PSMC3IP, DMC1, MSH5 and HFM1 have been identified in families with ovarian dysgenesis. Genes that disrupt chromatid pairing such as STAG3 and SYCE1 have been found to cause POI in pedigrees. Mouse homologues, Stag3 and Syce1, likewise have a similar effect when knocked-out. Mutations in critical oocyte-specific transcription factors FIGLA and NOBOX and their murine counterparts, Figla and Nobox, result in decreased oocyte numbers and increased oocyte degeneration. Oogenesis occurs alongside folliculogenesis mediated through exceedingly co-ordinated and tightly regulated paracrine and endocrine mechanisms. Disrupted molecular signalling through mutations in FSHR, LHCGR, INHA, BMP15 and Fshr, Lhcgr, Inha, Bmp15 in humans and mice, respectively, impair folliculogenesis and result in absent mature ovarian follicles. Towards a comprehensive genomic map FMR1 premutation and cytogenetic abnormalities only account for~10% of idiopathic POI. There is therefore a significant unmet diagnostic need. A thorough characterisation through large-scale whole genomic sequencing is currently being undertaken through the Genomics England 100 000 Genome Project and the APOLLO study. Identification of novel genomic factors and understanding the incidence of the rare pathogenic gene aberrations will be a step towards completing the genomic map of this condition. In the long term, selective predictive and diagnostic gene panels as well as novel treatment strategies to delay or reverse the loss of ovarian function would be developed, bringing benefits to patients and their families.
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Spontaneous preterm birth and cervical length in a pregnant Asian population Thain, S; Yeo, SH; Kwek, K; Chern, B; Tan, KH KK Women's and Children's Hospital, Singapore, Singapore Introduction The objective was to determine the rate of spontaneous preterm birth and investigate the relationship between preterm birth and cervical length in a pregnant Asian population. Methods In all, 1000 women with single viable pregnancies at <14 weeks of gestation were recruited between September 2010 and November 2013. Cervical length was measured using ultrasound at each of the four antenatal visits (Visit 1: >14 weeks, Visit 2: 18-22 weeks, Visit 3: 28-32 weeks and Visit 4: >34 weeks) using the Fetal Medicine Foundation protocol. Results There was a significantly shorter cervical length both in the second trimester (18-22 weeks) and the third trimester (28-32 weeks) in the preterm birth group compared with the term birth group (P = 0.028 and P < 0.001, respectively). In the first trimester (11-14 weeks), there was no statistically significant difference in cervical length between the two groups (P = 0.425). Receiver operating characteristics (ROC) curve analysis for cervical length in the preterm birth group for Visits 2 and 3 showed an AUC of 0.605 and 0.725 respectively. At Visit 3, a cutoff level at 2.49 cm has a sensitivity of 54.8%, specificity of 82.5%, negative predictive value of 97.9% and positive predictive value of 11.1%. Conclusions There is a significantly shorter cervical length in the second and third trimester in the preterm birth group. Cervical length is a moderate predictor of preterm birth with good negative predictive value and a relatively good specificity. Ultrasound cervical length screening between 28 and 32 weeks of gestation with a cut-off of ≥2.5 cm can help to rule out likelihood of preterm birth.
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Carbitocin: A cost-effective tool to save lives! Bandara, S; Angala, P; Haloob, R Basildon and Thurrock University Hospital, Basildon, Essex, UK Introduction Atonic postpartum haemorrhage (PPH) is one of the major contributors to mortality and morbidity worldwide. Active management of the third stage of labour has been proven to be effective in the prevention of PPH. Syntometrine is more effective than oxytocin but is associated with more side effects. Carbitocin, a long-acting oxytocin, is well tolerated and has a safety profile similar to that of oxytocin. Methods Retrospective analysis of patients undergoing elective lower-segment caesarean section over a period of 1 year. Patients were divided into three groups; those receiving Carbitocin (Group A); Carbitocin along with other drugs (Group B) and other drugs (Group C -Oxytocin, Syntometrin, Carbiprost either alone or in combination). Amount of blood loss and the cost involved in procuring and administering of the drugs and blood transfusion was compared between the three groups. Results In all, 1178 patients were analysed over a period of 1 year. Patients were divided into three groups: 459 patients in Group A, 301 in Group B and 414 in Group C. Amount of blood loss in Groups A, B and C was <500 ml in 58.8% (n = 270), 26.9% (n = 81), 32.6% (n = 135); 501-999 ml in 35.5% (n = 163), 50.1% (n = 151), 36.9% (n = 153); 1000-1499 ml in 4.3% (n = 20), 14.6% (n = 44), 7.4% (n = 31) and >1500 ml in 1.3% (n = 6), 8.3% (n = 25), 8.4% (n = 35), respectively. Seventy-nine units of bloods were used during this period, 25 (3.2%) were used in Group A + B and 54 (13%) were used in Group C. The cost of transfusion in these two groups was £5000 and £10,800, respectively. The cost of drugs and blood transfusion together in Group A + B and Group C was £8213 and £12,389.88, respectively. Conclusion Carbitocin alone, compared with other oxytocic agents given alone or in combination, was better at reducing the blood loss to <500 ml (58.8%, n = 270 versus 32.6% n = 135). Moreover, Carbitocin when given alone was approximately eight times better at preventing massive PPH (>1500 ml) compared with other agents given alone or in combination (1.3%, n = 6 versus 8.4%, n = 35) consequently, it's use leads to decreased consumption of blood units (25 versus 54 units) and is therefore more cost effective (savings of £5800 on blood alone and £4176 when cost of other drugs and blood transfusion were considered together). In developing and developed world alike, Carbitocin should prove to be an invaluable and cost effective tool to save lives.
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Uterus-saving surgery without blood loss in placenta praevia and placenta percreta -Panicker's technique Panicker, V Panicker's Hospital, Kodungallur, Thrissur, Kerala, India Introduction In cases of major placenta praevia accreta or percreta or ruptured uterus, a haemostatic suturing of the uterus can be performed within 1-2 min using this special instrument. Then, uterus-saving surgery can be performed safely without any blood loss. Objective To find a safe and reliable technique to save the uterus in cases of major placenta praevia or placenta percreta. Methods Introducing two instruments invented by the author. A. Panicker's Super Bipolar Forceps (PSB) -this is a breakthrough invention in electrosurgery. With this, any tissue or vessel can be safely and effectively coagulated and divided. B. Panicker's Universal Ligation Forceps (PUL) -this can be used as a suture carrier, tissue retractor and aneurysm needle. Procedure During caesarean section, after removal of the baby, exteriorise the uterus keeping the placenta in situ. Two 50 cm lengths of No. 1 vicryl suture are held with the tip of the PUL forceps. Uterovesical fold opened and the bladder pushed down. The PUL forceps with vicryl is pierced from the anterior to posterior side at the centre of the cervix just above the bladder. The uterus is turned anteriorly and the tip of the forceps can be seen piercing through the posterior side. The tip of the forceps is opened and the threads pulled out -one to the left side and one to the right side and tied on either side tightly. This will completely occlude all blood supply to the uterus. Now dissect out the infiltrating placenta completely. Remaining parts of the infiltrated placenta in the uterus are coagulated thoroughly with super bipolar forceps. Now remove the haemostatic suture and look for any bleeding. Close the uterine incision and put the uterus inside the abdominal cavity and close the abdomen. If there is any further bleeding Panicker's postpartum haemorrhage suction cannula can be used to stop the bleeding with absolute success. Result In the last 4-year period, 12 women were treated in this way. All the women went home without any complications. After 6 months they all underwent ultrasound scans and were found to be normal. Conclusion This is very useful procedure to save the uterus and also to save the life of women with severe bleeding. In situations where caesarean hysterectomy is absolutely indicated, then haemostatic suturing can be performed first and the hysterectomy can then be done without blood loss. 
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Positive predictors of pregnancy outcome following rescue cervical cerclage Chan, DCY; Brown, RG; Bennett, P Imperial College London, London, UK Introduction Rescue cervical cerclage is performed in the presence of premature cervical dilatation and exposed fetal membranes to restore cervical integrity and reduce the risk of miscarriage and preterm birth. The effectiveness of the procedure is unclear and multiple preoperative factors need to be considered before proceeding. This study reports the delivery outcomes of rescue cervical cerclages and identifies factors associated with positive outcomes. Methods We identified all transvaginal rescue cerclages performed at Queen Charlotte's and Chelsea Hospital, London over an 11-year period, 2005-2016 . Cases with sufficient clinical information, cervical dilatation and visible membranes were included. Successful rescue cerclages were defined as those that prolonged the pregnancy beyond 28 weeks of gestation. All cerclages were performed under regional anaesthesia using monofilament loop nylon-1.0 suture. Postoperative indomethacin and progesterone were administered. Results A total of 38 singleton and seven multiple pregnancies were identified. Of the singleton pregnancies, rescue cerclages were inserted between 17 and 24 +6 weeks of gestation; 63% resulted in a live birth. Half were successful cerclages, whereby delivery occurred after 28 weeks of gestation. 21% of women had a previous preterm delivery, 24% had a previous mid-trimester miscarriage and <1% had previous cervical excisional treatment. Successful cerclages were significantly associated with the absence of symptoms (vaginal bleeding, discharge and abdominal pain) on clinical assessment (P = 0.001) and lower cervical dilatation at cerclage insertion (P = 0.0039). Successful cerclages had a median average latency period from insertion to delivery of 119 days, compared with 4 days for unsuccessful cerclages (P < 0.0001). The median gestational age at delivery for successful cerclages was 38 weeks of gestation and this was 22 +5 weeks of gestation for unsuccessful cerclages. There was no difference in white cell count and C-reactive protein blood levels at the time of cerclage insertion between the two groups. Unsuccessful cerclages were significantly associated with histological evidence of chorioamnionitis. Patients admitted to this hospital at term undergoing elective or emergency caesarean section under regional anaesthesia were studied. On the basis of selection criteria, 200 pregnant women who had undergone caesarean section were randomised to two groups. A computer-generated randomisation sequential number was allocated to the women. One group received intravenous carbetocin, 100 lg, and the other group received intramuscular oxytocin, 10 IU, in the third stage of labour. Outcome measures included primary PPH, safety and efficacy, need for additional uterotonic therapy, immediate blood transfusion, adverse effects and cost-effectiveness of both drugs.
Results In this study, primary PPH occurred in 8% of women in the oxytocin group but in only 2% of the carbetocin group. Additional uterotonics were needed for 10% of women in the oxytocin group but for only 2% in the carbetocin group. Immediate blood transfusion was needed for 8% in the oxytocin group but for only 4% in the carbetocin group. Fluid overload occurred in 8% of women in the oxytocin group but fluid overload did not occur in the carbetocin group. Adverse effects were more observed in the oxytocin group. Average uterotonic cost per patient in the carbetocin group was less in comparison with the oxytocin group following caesarean section. Conclusion Carbetocin can be considered a good alternative to oxytocin in the active management of the third stage of labour in caesarean section.
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The effect of maternal subclinical hypothyroidism in early pregnancy on intellectual development of children aged 30-36 months Long, Y
Beijing Friendship Hospital Affiliated to Capital Medical University, Beijing, China
Introduction The objective was to examine the relationship between subclinical hypothyroidism in women during pregnancy and the subsequent neuropsychological development of their offspring.
Methods Serum blood samples were collected from 1873 women at 8-12 weeks of gestation. Thyroid stimulating hormone (TSH) and free thyroxine 4 (FT4) and thyroid peroxidase antibodies (TPOAb) were measured. Thyroid dysfunction during pregnancy was diagnosed according to the gestational age-specific reference ranges (between the 2.5th and 97.5th percentile). Sixty women with subclinical hypothyroidism and negative TPOAb were identified as the study group. One hundred and thirty-two euthyroid women who were TPOAb-negative, matched for gestational age and from the same cohort were selected as the control group. Gesell score evaluations were performed on the children born to these two groups women at 30-36 months of age.
Results Case children were similar to control children with respect to gender, age, parental education, maternal age at time of pregnancy, maternal gestational age at delivery, birthweight and duration of breastfeeding. Introduction Triage of women in threatened preterm labour (TPTL) remains a common clinical challenge. Recent NICE guidance advises a treat-all strategy prior to 30 weeks, based on concern for women with false-negative tests. Neither the actual harm of false negative tests nor the harms of over-treating the majority were evaluated. The QUIPP App accurately predicts preterm birth by combining prior history of spontaneous preterm birth (sPTB), gestation and quantitative fetal fibronectin. In this retrospective analysis we evaluated the scale of false-negative and false-positive diagnoses using the QUIPP app relative to a treat-all strategy at 24-29+6 weeks and to TPTL after 30 weeks. (excluding women with vaginal bleeding or ruptured membranes). Each episode was retrospectively assigned a risk of birth within 7 days using the QUIPP app. A primary outcome of delivery within 7 days was used to model the accuracy of each approach. Results Outcomes were available for 355 eligible women at time of analysis. With a risk threshold of 5% (of delivery within 7 days) to treat, 9/9 women were correctly treated giving a sensitivity of 100% (one-sided 97.5% CI 0.664) and a negative predictive value PV of 100% (CI 0.989). The positive predictive value was 30% (95% CI 0.043 to 0.481) before 30 weeks and 20% (CI 0.119 to 0.543) between 30 and 34 weeks. If this 5% threshold had been used to triage women between 24 and 29+6 weeks, 89% of admissions (168) could have been safely avoided compared to 0% with a treat-all strategy. No true cases would have been missed as no women delivered within 7 days who were given a risk less than 10%. Conclusion For women in TPTL, the QUIPP app can accurately guide management at risk thresholds of 1, 5 and 10%, allowing outpatient management for the vast majority. A treat-all approach, would have protected none, exposed 188 mothers and babies to unnecessary risk of hospitalisation and steroids, and increased the burden on networks and transport services due to unnecessary in-utero transfers. Prediction should be used before 30 weeks to determine management until there is evidence that such high levels of unnecessary intervention do less harm than the rare false negatives.
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Vaginal dysbiosis following preterm prelabour rupture of the fetal membranes is associated with funisitis and the emergence of specific pathobionts Brown, R 1 ; Lee, Y Introduction Preterm prelabour rupture of membranes (PPROM) precedes 30% of preterm births (PTB) and is a significant risk factor for chorioamnionitis, funisitis and neonatal sepsis. Introduction The primary objective is to assess the reduction in the need for manual removal of placenta with a new 'Windmill' technique of placenta delivery in patients with retained placenta after vaginal delivery. Secondary outcomes include postpartum blood loss, postdelivery haemoglobin changes, duration of placenta delivery, need for intubation and general anaesthesia, need for antibiotic prophylaxis and the length of hospital admission.
Methods The 'Windmill' technique of placenta delivery was developed at the Charit e University Hospital for the management of retained placenta and involves the application of continuous 360°umbilical cord traction and rotation in such a manner as to be perpendicular to the direction of the birth canal at the level of the introitus. This rotation through 360°is repeated slowly and continuously with a movement akin to the motion of the blades of a windmill until the placenta is safely delivered. We performed a 3-year, case-control study at the Charit e University Hospital in Berlin. Patients with retained placenta more than 30 min after vaginal delivery at term and following failed traditional interventions such as oxytocin infusion, bladder emptying and controlled cord traction were consented and offered the 'Windmill' technique of placenta delivery. Study cases were compared with controls where an operative manual removal of placenta was performed. Patients with suspected placenta implantation problems, uterine atony, severe vaginal tract injury and coagulopathies were excluded from the study.
Results Over the study period 31 patients were recruited with 14 in the study arm and 17 in the control group. With the 'Windmill' technique for retained placenta 86% (12/14) of patients avoided invasive operative manual removal of the placenta in theatre. There was a statistically significant reduction in mean blood loss (429 versus 724 ml, P = 0.02) and mean postoperative fall in haemoglobin values (1.3 versus 2.4 g/dl, P = 0.03). There was a reduction in the time to delivery of the placenta, antibiotic prophylaxis and general anaesthesia. Conclusion The 'Windmill' technique for the delivery of the retained placenta is a simple, safe, effective and easy to teach technique that reduces invasive operative manual removal of the placenta, reduces postpartum blood loss, reduces delay in the placenta delivery and has potential cost benefits. This is an innovative and new technique that can be a life-saving intervention, especially in low-resource areas with limited or no access to operative facilities.
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Improving maternal health: Implementing the WHO Safe Childbirth Checklist facilitates compliance with best practices Ogu, R 1,2 ; Tobin-West, CIntroduction To improve maternal health and ensure that women access quality health care, healthcare provider's compliance with best practices is essential. Nigeria is a significant contributor to the high rates of maternal/perinatal mortality in the world. Poor quality of care is a key factor. As part of efforts to reduce maternal morbidity and mortality, the WHO developed the Safe Childbirth Checklist (SCC) and the Checklist collaboration. The University of Port Harcourt Teaching Hospital was a member of the WHO SCC Collaboration. The objectives were to determine the effectiveness of the SCC in facilitating compliance with best practices. To determine factors that will enhance the sustainability of the Safe Childbirth Checklist use. Methods Quantitative and qualitative research methods. Questionnaires elicited responses from users of the checklist. All data were collated, cleaned and analysed using SPSS version 22. Level of statistical significance was set at P = 0.05. Qualitative research was by focus-group discussions regarding the usefulness of the checklist in facilitating best practice. Interviews on themes and subthemes were coded and transcribed. Analysis was done using the ATLAS TI software package.
Results Twenty-six and 38 midwives/doctors participated in the focus-group discussions and questionnaire survey, respectively. Findings showed that errors were less when the checklist was used and the presence of the checklist in the labour ward enhanced sustainability. Results are presented as frequency tables, charts and narrative format. Conclusion Using the checklist enhanced healthcare workers compliance with best practices and the simple presence of the checklist in the labour ward promoted usability. Advocating for the use of Checklists in obstetric units may enhance the use of best practices/evidence-based interventions. The objective of this study was to determine best practices for screening, diagnosing and managing placenta accreta, increta and percreta -invasive placentation (IP) -by surveying experts worldwide. A modified Delphi survey was used to assess current expert opinion and practice regarding IP. Fifty-six potential experts were identified for participation using the following inclusion criteria: expertise in maternal-fetal medicine (MFM), obstetrics, gynaecology, anaesthesiology, interventional radiology, haematology or transfusion medicine; geographic diversity; and previous clinical guideline development or recommendation from the steering committee. Forty-one (68%) agreed to participate with >83% of respondents completing each survey round. The survey was administered via SurveyMonkey Inc. and consisted of three rounds, each with three sections: screening, diagnosis and management (antenatal, preoperative, operative and postoperative subsections). Survey development was guided by a 15-person steering committee with a total of 210 survey items generated from existing guidelines and scientific literature. Each item was rated on a 5-point Likert scale and consensus was defined as >70% agreement across two rounds. Consensus was achieved for 63 (30%) items whereas 147 (70%) items did not achieve consensus. Nonconsensus items included: termination of pregnancy, timing of caesarean delivery, management of bleeding and blood product requirements, balloon use and placement, incision type, conservative approach versus hysterectomy, and treatment of adherent placenta. Significant differences in responses were only found for 13 (6%) items between MFMs and all other specialties and for 21 (10%) items between North American and European experts. Rater consistency across rounds was 81%. We conclude that despite the increasing prevalence of IP worldwide, it is clear that there is a lack of consensus among experts on how best to screen, diagnose and manage this potentially serious obstetric complication. Most survey items were culled from existing guidelines but the results suggest that experts do not necessarily endorse these practice recommendations. This research highlights the divergence between existing clinical guidelines and expert opinion and suggests the need for future research to better address IP.
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A retrospective cohort study of all cases of abnormal placentation managed in the interventional radiology suite in a university teaching hospital Verma, G; Spalding, J; Masson, G; Wells, D; Young, P University Hospitals of North Midlands, Staffordshire, UK Introduction The objectives were to perform a detailed review of all cases of abnormal placentation managed in the Interventional Radiology (IR) Suite at our hospital. To compare the antenatal ultrasound and magnetic resonance imaging (MRI) findings to placental findings at delivery. To identify if our practice complies with local and national Royal College of Obstetricians and Gynaecologists Green-top Guidelines. To provide the foundations for an online registry that can then be used to prospectively gather data for all cases of placenta accreta in the future at our trust and at trusts that refer their cases to our trust. Methods All cases of abnormal placentation (including accreta, percreta and increta) that were managed in the Interventional Radiology (IR) suite were identified. Data were extracted from the case notes using a preformatted pro forma, and the results were analysed using EXCEL. Results We identified 16 cases over a 3-year period. In 15 cases, abnormal placentation was confirmed at delivery. In 12 cases the radiological diagnosis was the same on ultrasound and MRI. All cases were managed by a multidisciplinary team in accordance with the national Placenta Praevia after caesarean section (PPCS) care bundle. The mean blood loss was 1600 ml. Thirteen women required a blood transfusion; 14 women were observed on a highdependency bed on the delivery suite following delivery, one woman required admission to critical care. The uterus was conserved in most patients with only four cases ending in a peripartum hysterectomy, while one women is planned to return for an elective procedure. Conclusion Our results demonstrate that since starting to manage all cases of antenatally diagnosed abnormal placentation in the IR suite, these cases have been managed by a structured multidisciplinary team with a growing special interest and expertise in the subject. Further to this the comparison between ultrasound, MRI and intraoperative placental findings can inform future clinical practice. Management by a specialised multidisciplinary team improves outcomes and our findings confirm the need for specialised placenta accreta centres experienced in managing these complex rare cases.
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Effects of delayed cord clamping and early skin-toskin contact at caesarean section on neonatal behaviour -mid-term results of a randomised controlled trial at a Tertiary Care Maternity Hospital in Sri Lanka Senanayake, H; Lucus, N; Pannila, M; Sooreakumar, K; Ranasinghe, C University of Colombo, Colombo, Sri Lanka Introduction The objective were to determine if delayed cord clamping alone, early skin to skin alone or both in combination results in significantly higher neonatal behavioural scores. Methods This trial was conducted at the Professorial Unit, De Soysa Hospital for Women, Colombo, Sri Lanka. Women with medically uncomplicated singleton pregnancies with normally grown fetuses in vertex presentation, admitted for elective caesarean section at term were eligible to be enrolled. Women who received general anaesthesia and those who were Rhesusnegative were excluded. Caesarean section was performed using a modified Misgav-Ladach technique. All study participants received an injection of oxytocin. Infants with no spontaneous breathing within the first 10 s of life and those requiring resuscitation were excluded. Participants were allocated into four groups: immediate skin-to-skin (STS) contact and early cord clamping; immediate STS contact and late cord clamping; early STS contact and early cord clamping and early STS care and late cord clamping, using block randomisation. Delayed cord clamping was performed 90 s after delivery of the baby. Immediate STS contact was defined as contact within the first minute after birth and early STS contact as within 1-30 min of birth. A neonatologist certified in neonatal behaviour assessment (NBAS/Brazelton), who was blinded to the allocations, assessed the neonates. The NBAS scores were clustered into seven groups: habituation, orientation, motor, range of state, regulation of state, autonomic stability and reflexes. Results Sixty-two mothers were recruited. Mean maternal age was 31.17 (19-42) Introduction Shock index, the ratio of pulse to systolic blood pressure (SBP), has been identified as superior to conventional vital signs as an early marker of haemodynamic compromise across multiple clinical contexts, including in obstetric haemorrhage. However, little evidence exists on the clinical utility of serial shock index tracking across time. We sought to evaluate the pretreatment trajectories of shock index following onset of hypovolaemic shock among a cohort of women in obstetric haemorrhage.
Methods We analysed data from 700 pregnant/postpartum women with hypovolaemic shock in low-resource settings who had at least two vital sign measurements following study entry before treatment initiation (i.e. intravenous fluid, blood transfusion, oxytocin, or nonpneumatic anti-shock garment). We reviewed running-mean, smoothed mean and median band trajectories of shock index overall and by subgroups: country, severity of condition at study entry, definitive diagnosis, and maternal outcome, over 5 h following shock onset.
Results Median untreated follow-up time was 35 min (interquartile range 25-85). Haemorrhage aetiology was 19.3% complications of abortion, 15.9% uterine atony, 15.3% retained placenta, 13.3% ectopic pregnancy, 13.0% placental abruption and 23.2% other diagnoses. Shock indices were abnormal (≥0.9) for 90.1% of participants at study entry: 63.5% between 0.9 and 1.4, 19.1% between 1.4 and 1.69 and 7.5% at ≥1.7. Outcomes included 14 deaths (2.0%), and 11 severe maternal morbidities (1.6%). All groups experienced improvement in shock index across time, despite not receiving treatment. Overall, shock index improved by 7.5% in the first hour after study entry, and by 18.3% through the second hour. This improvement was observed across most subgroups, including women who eventually died or suffered severe morbidity. Median time to normal obstetric shock index (<0.9) was 240 min (95% CI 180-270) overall and ranged by country (105-295 min), severity of status at study entry (15-420 min), and definitive diagnosis (140-815 min). Conclusion The observed improvements in shock index across time before treatment, even in those who suffered death or severe morbidity, have significant implications for the utility of the shock index over time. Shock index proximate to insult is significantly associated with adverse outcome, representing a useful tool for identification and triage of the sickest patients. Our results suggest a lower shock index threshold is required as a prognostic indicator if measured beyond the initial insult. Improvements in shock index over time in the absence of treatment may be biologically plausible and attributable to the body's own compensatory mechanisms. The pathophysiology of this phenomenon requires further evaluation. The objective was to examine the perinatal and maternal outcomes after induction of labour in women who had one previous caesarean section. Methods This study is a retrospective analysis of all women with one previous lower segment caesarean section and a singleton baby who underwent induction of labour. Data were collected from a computerised database from January 2001 to June 2012 in a District General Hospital in the UK. In all, 416 women fulfilled the above criteria and were the subjects of the study. The general policy in our hospital was to properly assess women with one previous caesarean section and if deemed appropriate they would be induced for obstetric reasons. Methods of induction included prostaglandin gel and artificial rupture of membranes with or without syntocinon. Results Regarding the mode of delivery in the study group of 416 women, the vaginal delivery rate was 69% and the caesarean section rate was 31%. The vaginal delivery included both the spontaneous and the operative vaginal delivery. As far as the maternal outcomes were concerned, there were no reported cases of caesarean hysterectomy, uterine rupture or maternal mortality in the two groups of vaginal and caesarean births. For perinatal outcomes, the Special Care Baby Unit admission rate was 1.5% in the caesarean section group compared with 2.1% in the vaginal birth group. There were no reported cases of intrapartum or neonatal deaths in both groups. In the vaginal birth group, seven women were induced for intrauterine death. Discussion The caesarean section rate is rising with increasing numbers of pregnant women presenting to their obstetricians and midwives with one previous caesarean section. This represents a challenge, as the evidence is conflicting regarding mode of delivery. Initial studies concluded that induction of labour in women with a history of one previous caesarean section was comparable to spontaneous onset of labour in such women in terms of the caesarean section rate and uterine rupture. On the other hand, other studies challenged this conclusion. Others looked at the factors that are associated with successful vaginal birth after one caesarean section such as previous vaginal birth. Conclusion Induction of labour in women with one previous caesarean section is a safe option and is associated with a reasonable vaginal birth rate provided that they are appropriately assessed and counselled regarding potential risks.
